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Abstract  
 
Sexually transmitted infections (STIs) could cause ectopic, cervical cancer, infertility, 
and organ damage to the heart, kidneys, and brain. This study compared several 
behavioral risk factors of STIs (condom use, number of sexual partners, type of sex (anal 
or vaginal) and drinking habits) between two distinct educational settings and their 
association with socioeconomic risk factors such as low income and parent’s lower level 
of education that are known to increase the incidence of STIs among college-aged 
students. This study was based on the precautionary-health-behavior model, where 
individuals act regardless of consequences, and the health-behavior-change model, where 
individual behaviors either increase one’s risk of contracting or preventing an STI. A 
total of 238 participants responded with 139 from each institution. Data were analyzed 
using chi-square, and linear and logistic regression analysis to determine which 
educational setting has more STI behavioral risk factors and if there is a greater risk of 
students with lower socioeconomic status (SES) reporting these behavioral risk factors. 
The study concluded that students enrolled in a 4-year university are not more likely to 
report STI behavioral risk factors than students enrolled at a 2 year community college. 
However, the study did show that students with SES factors of low income and parents 
with lower levels of education is related to a higher risk of reporting an increased risk of 
noncondom use, a higher number of sexual partners, anal and vaginal sex, and at risk 
drinking habits associated with STIs. Implications for positive social change include 
increased awareness of STI among college-aged students which can lead to lower STI 
incidence rates regardless if it is a 2-year college or a 4 year university. 
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Chapter 1: Introduction to the Study 
 
According to the Centers for Disease Control and Prevention (CDC; 2006), 
sexually transmitted infections (STIs) account for millions of infections each year in the 
United States. The CDC (2006) estimated that each year Americans contract about 19 
million infections. According to Cates, Herndon, Schulz, and Darroch (2004), half of 
STIs occur in individuals ages 15 to 24. Many researchers have studied STIs among 
college students in general; however, no research has been conducted comparing a 
community-college setting to a 4-year university setting to determine rates of STIs. 
Background of the Study 
 
STIs have become a very serious infectious-disease problem. Researchers 
estimate that over 60 million people are carrying an STI (Sadeghi-Nejad, Wasserman, 
Weidner, Richardson, & Goldmeier, 2010). According to the CDC (2008), in the United 
States one in five individuals has an STI. Of all STIs, two-thirds occur in individuals 25 
years of age or younger. Researchers estimate STIs to cost the U.S. healthcare system 
$15.9 billion annually (Hook & Handsfield, 2008). The CDC (2006) inferred that 
chlamydia was one of the most common STIs contracted, with an estimate of 3 million 
people each year. According to Chesson, Blandford, Gift, Tao, and Irwin (2004), 
chlamydia was particularly prevalent among individuals ages 15 to 24. The authors also 
estimated that each year in the United States there were 650,000 cases of gonorrhea with 
more than half affecting college-aged students. According to the CDC, there was a 22% 
decline in new syphilis cases. However, researchers have noted a rapid increase from 
2000 to the present (Cates et al., 2004). According to the American Social Health 
 
Association (2005), half of sexually active persons will contract an STI by age 25. The 
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CDC in 2008 conducted nationwide research on chlamydia and gonorrhea. They found 
that combined cases of chlamydia and gonorrhea reported were more than 1.5 million. 
Girls between the ages 15 and 19 accounted for the largest number of reported cases of 
both chlamydia and gonorrhea in 2008 (CDC, 2008). The statistics of STI incidence 
shows a need for an intervention to avoid a major public-health epidemic. 
Problem Statement 
 
STIs have become a major health concern for college students in the United States. 
Among college students, researchers suggested that over 5,136,340 cases of the three most 
prevalent STIs among college students—chlamydia, gonorrhea, and syphilis— were 
diagnosed in 2008 (U.S. Department of Health and Human Services, Centers for Disease 
Control and Prevention, 2009). According to the CDC (2008), an increase in incidence 
rates of chlamydia, gonorrhea, and syphilis have been seen among college-aged students. 
These statistics show a significant problem concerning STIs among college- 
aged students in the United States. The prevalence of STIs on college campuses is 
steadily increasing. These ever-increasing rates could lead to long-term medical 
consequences in the targeted population such as pelvic inflammatory disease (PID), tubal 
scarring, ectopic pregnancy, chronic pelvic pain, and infertility. According to Anwar, 
Sulaiman, Ahmadi, and Khan (2010) various behavioral factors associated with 
universities and community colleges have not been studied fully and the two educational 
settings have never been compared. This research assessed the differences in risk factors 
and behaviors associated with high prevalence rates in community colleges and in 
university settings. This research is important because most studies cannot be applied to 
other populations or other college students (Ford, Sohn, & Lepkowski, 2002). 
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Purpose of the Study 
 
The goals of this research were to understand the social and behavioral 
epidemiology of STIs in two groups of students. This quantitative design study purpose 
was to better understand behavioral and social risk factors of STIs among college-aged 
students enrolled at either a 2-year community college or at a 4-year university. 
Behavioral factors among students enrolled at the university were compared to those of 
students enrolled at the community college. The study examined and evaluated risk 
factors associated with both environments by isolating possible associations between 
variables such as socioeconomic status (SES) and sexual behavioral practices. 
Nature of the Study 
 
The study used a quantitative cross-sectional design to explore various behavioral 
models. The chosen research design was due to the lack of information found when 
comparing STI risk factors for college students in a community-college setting and those 
in a university setting. The STI survey generated by combining those of the CDC and the 
New York State Health Department was used to assess STI risk factors between these 
populations. 
Research Questions and Hypotheses 
 
Participants were surveyed to better understand STI risk factors involving college 
students. Understanding these factors is imperative in developing solutions to decreasing 
incidence rates and prevalence rates of STIs among college-aged students. In order to 
clearly understand students’ behaviors, research questions and hypotheses were 
constructed. 
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Research Question 1: 
 
Are there more STI behavioral risk factors associated with students at a 4-year 
university than with students at a 2-year community college? 
H01: There are no more STI behavioral risk factors such as noncondom use, 
number of sexual partners, type of sex, and drinking habits associated with students at a 
4-year university than with students at a 2-year community college. 
 
H11: There are more STI behavioral risk factors associated with students at a 
 
4-year university than with students at a 2-year community college. 
 
Research Question 2: Are socioeconomic risk factors associated with the increase 
in incidence of STIs among college-aged students when comparing two educational 
settings (4-year and 2-year colleges)? 
H02: SES in not related to risk factors such as noncondom use, number of sexual 
partners, type of sex, and drinking habits associated with STIs such as gonorrhea, 
chlamydia, and syphilis. 
H12: SES is related to risk factors such as noncondom use, number of sexual 
partners, type of sex, and drinking habits associated with STIs such as gonorrhea, 
chlamydia and syphilis. 
Theoretical Base 
 
Various theories formed a foundation for this study. Ma et al. (2009) explored 
various associations between the time of initiation of sexual activity and sexual behaviors 
and risks among university students. Ma et al. found a correlation between behaviors and 
sexual initiation among the studied age group. Chaisamrej, Zimmerman, Noar, and 
Thomas (2005) similarly examined the theory of planned behavior among university 
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students. The authors concluded that prevention messages center on three fundamental 
components: attitudes toward condoms, condom self-efficacy, and the perceptions of the 
threat needing to be addressed. 
Definition of Terms 
 
Glanz, Lewis, and Rimer (1990) defined the health-behavior model as an act 
 
taken by a person to preserve, accomplish, or regain good health and to prevent ill health. 
 
The precautionary-health-behavior model consists of behaviors that aid in the 
prevention of STI risk factors (Milnes, Sheeran, & Orbell, 2010).The health-behavior- 
change model consists of behaviors that may have positive or negative consequences, 
such as contracting an STI. These behaviors are based on awareness of STIs and the 
necessary precautions that are taken to reduce possible risk factors (Rollnick, Mason, & 
Butler, 2000). The behavioral models are explained in depth in Chapter 2. 
Definition of TermsFour-year university: A university is an educational and 
research institution that provides degree programs in a variety of subjects (Rüegg, 2003). 
Prevalence and incidence: Wackett (1998) defined incidence as the occurrence 
through which a sickness emerges in a specific population or locale. It is also known as 
the amount of newly detected cases during a definite time period. Bagley and Tremblay 
(1998) defined prevalence as the percentage of individuals in a population having a 
disease. 
Risk factors: According to Hughes, O’Brien, Rodden, and Rouncefield (2000), 
risk factors are the elements that may contribute to or increase the risk to one’s health, 
economic stability, or personal and professional liability. 
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Sexually transmitted infections (STIs): STIs are infectious diseases that are 
transmitted through sexual activity. STI also portrays different infections that are passed 
on via the exchange of blood, semen, and other bodily fluids. STIs could be spread by 
direct contact with the affected body areas of people with STIs (Wilkinson, Ramjee, 
Tholandi, & Rutherford, 2002). 
Two-year community college: According to Cohen and Brawer (2008) a 
community college is a 2-year educational institution providing various types of 
educational backgrounds such as certificates and associate’s degrees. This educational 
setting provides opportunities for students to pursue higher education and possibly 
continue their schools to reach terminal degrees at universities. 
Socioeconomic status: This term is an economic and sociological measurement. 
SES uses the work experience of an individual as well as the family’s economic and 
social position relative to others. SES is usually based on level of education, annual gross 
income, and family background (Kraus & Keltner, 2008). 
STI survey: The STI survey that was used in the study is a combination of the 
New York department of health survey and the CDC survey. Some questions have been 
omitted due to the fact that they were not directly relevant to the study. 
Assumptions 
 
It was assumed that the health behavioral models are accurate. It was also assumed 
that surveys would be answered truthfully.  Finding risk factors would help reduce STI 
incidence among college-age students. The study focused on SES, based on students’ 
family income and parents’ highest level of education, as well as two behavioral models. 
It was assumed that students know the consequences of their behavior, and thus 
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are conscious of their decision making. It was also assumed that the behavioral models 
are associated with both student categories. 
Limitations 
 
The study was localized, meaning that it only affected the local schools being 
studied; this was not a national study. Other institutions were excluded, such as online- 
learning and technical schools. The survey answers relied on the truthfulness of the 
participants, therefore reporting bias may have affected the results of the study. 
Delimitations 
 
The participants in the research were male and female students ranging in age 
from 18 to 24 who either attended a local community college or a 4-year university. 
Potential participants were requested to participate by providing questionnaires to all 
eligible students. Participation in the study was limited to answering the questionnaire 
with students’ personal opinions. The community college and the university that were 
chosen will remain anonymous during the course of the study. After obtaining 
Institutional Review Board (IRB) approval, I handed out consent forms and the study 
questionnaires to participants meeting the age-group requirement. To improve the 
validity of the study, participants were limited to traditional college-aged students (18– 
24). The STI questionnaire is a mixture of the New York State Health Department 
questionnaire and the CDC’s questionnaire; the STI questionnaire was the only one used 
as a measurement tool. 
Significance of the Study 
 
Many research studies describe STIs among college-aged students. Much research 
focused on university students and fewer on community-college students. A study 
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described in Chapter 2 showed that community college and university students have not 
yet been compared for STI risk factors that affected them. It is also unknown whether 
SES, program of study, and many other factors affected STI incidence in both 
educational settings. The present research intends to help better understand STI risk 
factors in community-college-student and university-student populations. STI risk factors 
may be reduced. There are significant social-change inferences associated with this 
research for college-aged students and for the next generation. Due to the consequences 
of STIs, such as infertility, decrease in life expectancy, increase in mortality rate, and 
reduction in the population (ages 18–24), it is imperative to take the problem of STIs 
seriously and provide ways to reduce rising incidence rates and behavioral risk factors. 
Summary and Transition 
 
The research problem addressed in this chapter shows a grave social crisis and a 
connected research problem, which has yet to be effectively addressed by other 
researchers. STI incidence rates of college-aged students are increasing despite existing 
public health prevention efforts (CDC, 2006). In order to better comprehend these 
elevated incidence and prevalence rates, researchers have carried out a number of reviews 
of the literature and pinpointed a gap between STI risk factors associated with 
community-college students and those of university students (Sipkin, Gillam, & Grady, 
 
2003). Research was conducted in order to better comprehend both educational settings 
and to determine risk factors that are associated with students attending each. 
This study aimed to contribute to a better comprehension of risk factors associated 
with STIs among community-college and university students. It was expected that results 
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of this study would be used to update future research and provide insight into reducing 
 
STI incidence among college-aged students. 
 
In Chapter 2, a review of the literature on STI risk factors is provided. In addition, 
past research recognizes examples of risk factors and STIs to which college-aged students 
are most susceptible. Chapter 2 of the study will comprise an intense review of existing 
research. Chapter 2 will demonstrate the various gaps in the research using the available 
literature and examine various behavioral theories that are foundational to the study. 
Chapter 2 will describe the various theories and explain how they relate to the study. 
Chapter 3 will elaborate on the research method that was used as well as the research 
design of the study, the form of data collection, and the description and characteristics of 
the setting, sample, population, and parameters. The identification of the measures and 
materials that were used in this study will be described along with consideration for the 
ethical protection of the participants of the study. The IRB of Walden University 
approved the study before data-collection began. Due to the fact that the students were 
 
not asked to write the school they attended and were not contacted on school grounds, the 
schools’ IRBs had no involvement. Chapters 4 and 5 will present conclusions based on 
the results and will include suggested recommendations for future research. 
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Chapter 2: Literature Review 
 
Introduction 
 
In this chapter, the review will include literature that shows the importance of the 
study and the various risk factors associated with college-aged students regarding STIs. 
These risk factors include incidence and prevalence rates of various STIs in the university 
and community-college settings. This chapter describes STI prevalence as well as 
incidence, enumerates the various types of STIs prevailing in college-aged students, and 
describes incidence and prevention measures. Included is a description of the effects of 
SES on STI incidence and prevalence in community colleges and universities. STI risk 
factors and behavioral aspects are described as a public health problem. This chapter also 
describes various behavioral health models such as the health behavior change and the 
precautionary health-behavior models. 
Another part of the chapter presents research on the problem at hand. The 
literature is presented and analyzed to show possible gaps, especially when comparing 
2-year community-college students to 4-year university students. 
 
Search and Review Methods 
 
This section will show how the literature review was conducted and the way 
information was obtained. The purpose was to perform a critical analysis of the articles 
researched. 
Keyword and Databases 
 
Various search procedures were applied in this study. Keywords such as “STIs 
AND college students,” and “Behavioral Theories AND STIs AND College students and 
socioeconomic status AND STI AND College students” were used to generate results 
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from database research engines provided by the Walden university library. These were 
the Academic search premiere database search engines such as EBSCOhost and 
ProQuest. The results included works describing various STIs that were present among 
college students. The search has also generated various researched theories on the topic. 
The dearth of results showed a lack of STI information concerning community-college 
students’ incidence or prevalence rates of STIs. The search results provided information 
on risk factors of 4-year university students, but less information on community-college 
students. 
Statistical data was also reviewed to understand STI rates using words such as 
“community college AND STI,” “socioeconomic status AND STIs,” and “prevalence 
AND incidence AND STIs among college students.” Among the researchers was the 
Centers for Disease Control and Prevention on sexually transmitted diseases, and the 
National Institutes of Health. Several journals such as Journal of Adolescent Health, 
Journal of American College Health, AIDS and Behavior, and International Journal of 
Nursing Studies were used in this literature review. 
Article Selection Methods 
 
The articles in this review were abstracted and analyzed. Various articles were 
compared and evaluated based on theoretical frameworks, primary outcome results, 
population characteristics, study quality, ethical concerns, and relevance to the topic. The 
purpose of this data review method was to identify patterns, gaps, and limitations of 
studies, study data-quality concerns, and synthesize related material. 
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Social and Behavioral Aspects of STIs 
 
Risk Factors 
 
Several risk factors are allied with increased risk of STIs, such as first intercourse, 
multiple sexual partners within the past year, history of STIs, and receptive anal 
intercourse. According to Flannery and Ellingson (2003) the importance of expanding our 
understanding of sexual behaviors of first-year college students and openly addressing 
anal intercourse as a part of the sexual repertoire of college men and women is very 
important. Synovitz, Hebert, Carlson, and Kelley (2005) examined several key risk 
factors for college students. The authors determined that some risk factors, such as the 
use of alcohol, contributed to STIs. Patrick, Maggs, and Abar (2007) inferred in their 
research that alcohol consumption was related to inconsistent use of contraception due to 
the impaired perception and understanding of STIs. According to Jaworski and Carey 
(2001), alcohol consumption and a new sexual partnership may be related to a lower 
likelihood of contraceptive use. The authors also stated that behaviors and lifestyle 
choices increased STI risk. The authors concluded that besides the use of alcohol, serial 
monogamy, inconsistent use of condoms, and inadequate understanding of oral 
contraception were associated with STI infections. With the risk factors identified, STI 
epidemiology was analyzed in depth to better understand its origins, incidence, and 
prevalence rates. 
The Epidemiology of STIs 
 
According to Eng and Butler (1997), STIs such as neisseria gonorrhea and 
chlamydia trachomatis are on the rise and have been proven costly to the United States 
healthcare system. Chesson et al (2004) also examined how costly STIs could. The 
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authors discovered that STIs such as as neisseria gonorrhea and chlamydia trachomatis 
cost millions of dollars yearly. The American Social Health Association (1998) had 
estimated that over 65 million people in the United States are living with a viral STI with 
19 million new cases every year. According to the Institute of Medicine (as cited in Eng 
 
& Butler, 1997), STI prevalence is still on the rise among teenagers, with 50% of 
sexually active individuals set to contract an STI by age 25, and 50% of all new STIs in 
2000 occurring in individuals 15 to 24-year-olds.According to Douglas (2009) STIs 
diagnostics have almost doubled .The number of cases including Gonnorhea, chlamydia 
and syphilis have nearly doubled among students ages 13 to 25. 
Comorbid STIs 
 
STIs affect close to 4 million adolescents each year (CDC, 2006). The infections 
create an enormous public health problem due to their primarily asymptomatic nature, as 
“silent infections” until discovered too late. An example is cervical infections, which 
untreated may lead to PID. Human immunodeficiency virus (HIV) was primarily detected 
in Los Angeles in 1981 (CDC, 1981), and since then has become a major pandemic. In 
2007, 33 million individuals were living with the virus globally. Glynn, Ling, Phelps, Li, 
and Lee (2008) found inconsistencies in HIV reporting. According to Zisook et al. (1998) 
HIV diagnosis could lead to depression in certain individuals. Those who are more 
susceptible are young adults, mainly due to social and emotional stress. HIV and many 
other STIs are on the increase, not just among the general population, but especially 
among young adults. According to the U.S. Department of Health and Human Services, 
over 10 million STI cases were identified among students aged 15–25. Weinstock, 
Berman, and Cates’s (2004) research estimated the number of sexually transmitted 
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diseases or infection cases occurring in the period of time since the 1980s. The authors 
discovered that most STIs could be inert and could only be diagnosed through proper 
testing. 
Underreporting of STIs 
 
Anderson, McCormick, and Fichtner (1994) used various questionnaires to 
examine the understanding of STDs at a national level. The authors concluded that 
underreporting of STDs was reflective of higher socioeconomic groups that used private 
health care. Other studies conducted by Smucker and Thomas (1995) suggested that 
private physicians outside the South reported 50% or fewer of the sexually transmitted 
diseases they diagnosed. These incidents of underreporting were initially associated with 
physician awareness of reporting requirements. According to Verhoeven et al. (2007), 
general practitioners underreported STIs due to patients’ unwillingness to provide sexual 
history and the physicians’ closeness to patients. This behavior limits reporting and 
causes a problem in accuracy when estimating the number of STIs. 
Of the STIs that are diagnosed, only gonorrhea, syphilis, and chlamydia are 
mandated to be reported to the CDC and state health departments (Alan Guttmacher 
Institute, 1994). The CDC (2006) stated that there were some inconsistencies in the 
reporting of certain STIs. Chlamydia reporting began in 1984, preceded by gonorrhea and 
syphilis reporting, which began in 1941. Chlamydia, gonorrhea, and syphilis are the three 
notifiable diseases affecting college students. These STIs are backed by federally funded 
control programs in order to decrease their incidence rate. The prevalence and incidence 
rates of these STIs were evaluated in depth in this study. 
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Prevalence and Incidence of Chlamydia 
 
Due to the increase of PID in women, Chlamydia reporting was established and 
public programs for the screening and treatment for women were established to help avert 
further complication of chlamydia. Due to the increase in incidence of chlamydia 
infections, the disease has become the most widespread STD in the United States. The 
CDC (2008) estimated the annual total of cases in 2008 to be 1,210,523 and the rate per 
100,000 had increased to 401.3. According to the CDC (2008), even in the absence of 
symptoms, sexually active females aged 25 and younger ought to be screened at least 
once a year for chlamydia. It was reported that in 2003 only 30% of women 25 and 
younger with commercial health care plans and 45% of those women in Medicaid plans 
were screened for chlamydia. Cates et al. (2004) inferred that 15% of infertile American 
women, due to an untreated STI, had tubal damage caused by PID. Among women in the 
United States, adolescent females had the highest reported incidence rate of both 
chlamydia and gonorrhea, totaling in 2000, respectively, 2,406.0 cases per 100,000 
persons and 715.6 cases per 100,000 persons. The CDC (2006) recommended the annual 
screening of sexually active adolescents for STIs. 
The CDC (2006) reported 1,030,911 cases of genital chlamydia trachomatis 
infection, which amounted to a rate of 347.8 cases per 100,000 populations. These rates 
show an increase of 5.6% compared with the rate in 2005 among college students. In 
2006, the overall rate of chlamydia infection in the United States among women and men 
was, respectively, 515.8 cases per 100,000 and 173.0 cases per 100,000, which is a 
tripled rate among men. However, with the increased availability of urine testing, men are 
increasingly being tested for chlamydia infection. 
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Chesson et al. (2004) cited myriad sources indicating that chlamydia screening 
programs are becoming prevalent and confirming its high incidence. In 2006, 6.7% of 
women aged 15 to 24 were screened at selected family-planning clinics in all states 
including the District of Columbia, Puerto Rico, and the Virgin Islands. Researchers 
noticed that low SES women aged 16–24 years had a higher chlamydial prevalence rate 
than women and men of the same age group, with a percentage of 7.9%. Chlamydia 
prevalence increased to 14.2% in adolescent women entering 57 juvenile detention 
centers with 5.3% detected in young men entering 83 juvenile detention centers. These 
data on the prevalence of chlamydia provide significant data and facts on the lifelong 
high burden of infectious disease in the United States. 
Prevalence and Incidence of Gonorrhea 
 
The CDC (2008) reported an increased rate of 1,030,911 in the annual total 
number of gonorrhea cases and researchers observed an increase in the rate per 100,000 
to 347.8. According to Eng and Butler (1997) the rate of reported gonorrhea declined by 
74% from 1975 to 1997 with 358,366 cases of gonorrhea reported in the United States in 
 
2006. The southern region of the United States had the highest gonorrhea rate among the 
four regions of the country with a rate of 159.2 cases per 100,000 population. Gonorrhea 
rates differed in different regions of the United States. Gonorrhea rates in the West 
increased slightly in 2006, whereas a small change was observed in the rates in the 
Midwest. However a decline was observed in the rates in the Northeast. 
There was a higher gonorrhea rate in women in 2006 of 124.3 per 100,000 
population than the rate among men, which is about 116.8 per 100,000 population (CDC, 
2007). Gonorrhea rates in women aged 15 to 24 were particularly high. These rates were 
17  
 
the highest among men aged 20 to 29. In 2006, gonorrhea prevalence data were accessible 
from a number of sources in specific populations. The data showed that adolescents and 
young adults were still listed on top of the gonorrhea infections list in some parts of the 
United States (CDC, 2007)). The median state-specific gonorrhea prevalence was 2.4% 
among women aged 16 to 24 entering the National Job Training Program in 36 states, 
with 3.6% among men in the same program. Among women and men entering juvenile 
corrections facilities the median gonorrhea positivity was 3.8% and 
0.9% respectively. Median gonorrhea positivity was 4.1 for women entering adult 
corrections facilities (CDC, 2008). 
Syphilis Infections 
 
The diagnoses reported for primary and secondary syphilis since 1946 have 
changed widely. The cases went from 94,957 to a low of 5,979 in 2000 (CDC, 2006). In 
2008 the CDC reported an increase of 25.4% of primary and secondary syphilis among 
African Americans with an increase of 11.9% among Hispanics and 25% among 
Asian/Pacific Islanders. According to the CDC in the United States the rate of primary 
and secondary syphilis reported decreased during the 1990s and in 2000. This decrease 
may have been due to the small number of geographic concentration of the majority of 
syphilis cases. Due to these cases, the National Plan to Eliminate Syphilis From the 
United States was created. In 2006, the CDC reported 9,756 cases of primary and 
secondary syphilis, which was a 13.8% rise from 2005. The rate of congenital syphilis 
displayed an increase in 2006 from 8.2 in 2005 to 8.5 cases per 100,000 live births after a 
14-year decline with 349 cases of congenital syphilis reported. Researchers have 
demonstrated that disparities exist among racial and ethnic groups but such disparities 
18  
 
have decreased along the years. The primary and secondary syphilis rate for 2006 was 5.9 
times the rate among European Americans for African Americans, which shows a 
significant decline from 1999, when the rate among the same group was 29 times larger 
than that among European Americans. In 2006, African American men and women 
suffered an increase in syphilis rates followed by an increase among European American 
men, whereas the rate in European American women stayed the same (Chesson et al., 
2004). Syphilis-elimination efforts were mainly concentrated on heterosexual minority 
populations, which are at high risk for syphilis. More recently, increases of primary and 
secondary rates among women and African Americans emphasized the importance of 
continually reevaluating and restructuring surveillance for better prevention and 
management strategies (Chesson et al., 2004). 
Due to ever-increasing technology, the accessibility of electronic healthcare data 
became increasingly comprehensive. Consequently, technological innovations may lead 
to early-outbreak detection and possibly automated and subsequent interventions. St. 
Lawrence (2002) generated processes to report an emerging very flexible method for 
prospective infectious-disease outbreak surveillance. 
Effects of Socioeconomic Status on STI Incidence 
 
Williams, Clifford, Hopper, and Giles (1991) described SES among subgroups in 
a population that differ by education, living environment, economic opportunity, and 
lifestyle. Geronimus and Korenman (1992) researched adolescent sexual activities and 
sexual behaviors in regard to SES. The researchers discovered that health may be 
influenced by socioeconomic environment.According to  Dehlendorf, Ruskin, 
 
Grumbach, Vittinghoff, Bibbins-Domingo, Schillinger, Steinauer. (2010)  most STI 
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behaviors could be more rampant among individuals with low SES than individuals with 
high SES, such as sexual behaviors and extreme alcohol use, which have been causally 
linked to STIs in college-aged individuals. Pierson, Wolniak, Pascarella, and Flowers 
(2003), in their research, investigated college experiences and outcomes for low and high 
SES students, using data from a longitudinal database. The authors found that students 
who had a low SES engaged in fewer extracurricular activities, worked more, studied 
less, and reported lower GPAs than their high SES peers. Aral (2000) described that in 
the United States the majority of individuals were treated by private healthcare providers 
(an indicator of high SES) for STIs. Pierson et al. described that more STI cases were 
reported from public sources than those reported by private providers by a large margin. 
The authors concluded that public healthcare facilities were more often used by minority 
racial and ethnic subpopulations than their counterparts. STI cases among these groups 
were judged to be overreported in the national data, due to the fact that these public 
reports were associated with low income and SES. 
Community-College Students and STIs 
 
According to Bailey, Calcagno, Jenkins , Kienzl, and Leinbach (2005), 
community colleges are critical for low-income and minority students to access higher 
education. The authors inferred that most community colleges’ mission statements 
included 
• low tuition 
 
• flexible scheduling 
 
• convenient location 
 
• an open-door admissions policy 
20  
 
• programs and services designed to support at-risk students with a variety 
of social and academic barriers. 
Thomas (2005) evaluated the process of college entry in general for race and sex 
groups. The author concluded that family-of-origin SES and standardized-test 
performance in college attendance were substantially mediated by high school rank and 
curriculum, thus inferring that most community-college students were affected by SES. 
Four-Year University Students and STIs 
According to the CDC (2008), an estimated 9 million new STI cases were 
reported in the United States for people younger than 25 years of age. The CDC 
estimated about two-thirds of individuals with an STI are under the age of 25, with 
chlamydia being the second most common STI on college campuses. Walpole (2003) 
investigated college experiences and outcomes for low and high SES students. The 
longitudinal study conducted found low SES students were more susceptible to 
contracting an STI. Pierson et al. (2003) researched college experiences and outcomes for 
low and high SES students. The researchers discovered that students who participated in 
fewer extracurricular activities had low SES but had a greater number of working hours, 
studied less, and reported lower GPAs than high SES students. Four-year college students 
had higher SES and reported more extracurricular activities, and thus less potential for 
STI risk behavior. 
 
Sexually Transmitted Infection Prevention 
 
According to the CDC (2008), despite various attempts to reduce incidence and 
prevalence rates of STIs, the United States has the largest rates of STIs in the 
industrialized world, requiring greater efforts at prevention. Various preventative 
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methods are available, according to the CDC (2008). Workowski and Berman (2006) 
 
described various ways to prevent STIs: 
 
• The education and counseling of persons at risk on ways to adopt safer 
sexual behavior(p20) 
• Identifying infected persons while using effective diagnosis and treatment 
of infected persons(p20) 
• Evaluating, treating, and counseling sex partners of persons who are 
infected with an STI(p20) 
• Identifying people at risk and the use of vaccines to prevent further 
infections(p20). 
Prevention is an important part of reducing STIs among college aged students . 
 
They is also a need to monitor thru surveillance to help detect potential 
 
STIs 
 
Surveillance and Outbreak Detection 
 
The CDC (2006) recommended that sexually active females aged 25 and younger 
be screened once a year or more frequently for chlamydia, even if they show no 
symptoms. Cates et al. (2004) estimated that of all American women who are infertile, 
15% could be attributed to tubal damage caused by PID, the result of an untreated STI. 
 
Various Prevention STI Methods and Strategies 
 
The prevention and control of STIs has been a long-fought battle. Major steps 
have been taken to assure reduction and low incidence rates. According to Workowski 
and Berman (2006) it is necessary to educate and counsel individuals at risk to help them 
adopt safer sex behavior: 
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• The recognition of contaminated persons(p4) 
 
• The identification of symptomatic individuals(p4) 
 
• The identification of individuals who will probably not seek diagnostic 
and treatment services (p4) 
• The successful diagnosis and treatment of infected persons (p4) 
 
• The assessment, management, and counseling of sex partners of 
individuals who are infected with an STI (p4) 
• The pre-exposure vaccination of individuals at risk for STIs who have 
vaccine-preventable STIs. (p4) 
According to Shukla and Poles (2004), the primary prevention of STIs begins 
with altering the sexual behaviors that place individuals at risk for infection. The authors 
said that the primary prevention of spread in the community should start with the 
treatment of infected persons. According to the CDC (2008) to better contribute to STI 
prevention it is imperative to aid in the assistance of health departments, healthcare 
providers, and nongovernmental organizations, and with the help of other governmental 
entities. 
Differences in STI Awareness Between Community Colleges and Universities 
 
According to Anwar et al. (2010), STIs are becoming more prevalent, especially 
among college students. The authors researched the perception and awareness of college 
students in relationship to STIs and concluded that college students lacked knowledge of 
STIs. Anwar et al. determined that college student ignorance of STIs may be related to 
risky behaviors, thus increasing STI rates among that particular age group. Burazeri, 
Roshi, and Tavanxhi (2004) researched the association between knowledge about STIs 
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and consistent condom use among university students. The authors concluded that 
university students who were aware of STIs also were consistent in condom use during 
intercourse. The authors revealed that more efforts were made in universities to improve 
student’s sexual practices. 
Literature Related to the Use of Differing Methodologies 
 
Researchers used different methodologies in studying STI risk factors. Truong et 
al. (2006) used an ecological approach on second-generation HIV surveillance. The 
researchers observed temporal trends in biological and behavioral measures among men 
who have sex with men using multiple preexisting data sources. Glynn et al. (2001) 
conducted a cross-sectional study using participant interviews and tested for HIV and 
other STIs in order to complete their qualitative study. Sanchez et al. (2007) conducted 
second-generation HIV sentinel-surveillance surveys in 1996, 1998, 2000, and 2002. The 
research focused mainly on adult men reporting having sexual relations with one or more 
men during the previous year. The research assessed sexual behavior and serum HIV-1 
and syphilis antibodies. 
Baldwin and Baldwin (1998) in their research mailed questionnaires to a random 
sample of students at a university in southern California to determine student behavior 
and to study activities that would guard them from contracting HIV. Cooper (2002) 
evaluated the experimental associations between alcohol use and risky sex at two levels 
of analysis. Cooper performed a global associations test to determine whether individuals 
who engage in one set of behaviors are prone to engage in another set by using an event- 
level methodology. This cross-sectional design was appropriate because it studied 
specific groups, such as college-aged students. In the present study, two groups 
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(community-college and university students) were compared through the variables in the 
research. 
Research Behavioral Models and Theories 
 
Research models such as the precautionary health behavior theory and the health 
behavior change model were thoroughly examined and compared. Many social and 
behavioral theories have been studied by different researchers to determine behavioral 
factors associated with STIs among college-aged students in general. Various behavioral 
factors have been associated with an increase in incidence and prevalence rates of certain 
STIs in college-aged students attending either a 4-year university or a community 
college. Unlike traditional universities, community-college students may have different 
behavioral patterns and may be at lower risk in contracting STIs (Sipkin et al., 2003). 
Precautionary Health Behavior 
 
Khan et al. (2009) researched the relation between social and behavioral 
indicators in various STIs. The authors noted a correlation between various sexual 
behaviors and multiple partnerships to an increase in STIs. Hackett (2009) researched 
certain sexually transmitted diseases among college students. The author concluded that 
there were misconceptions concerning certain diseases and that college students were 
unaware of various consequences related to their behavior. Eaton et al. (2007) examined 
risk behavior patterns associated with STIs among college-aged students. After 
conducting a surveillance system, Eaton et al. concluded that behavioral patterns 
associated with morbidity and mortality were developed sometime during the 
participants’ lifespan, which lead them to think that these behavioral patterns could be 
avoided. 
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Various studies demonstrated demographic, personality, and sexual risk factors as 
predictors of partner-specific behavior by focusing on main relationships versus casual 
relationships. Mehrotra, Noar, Zimmerman, and Palmgreen (2009) researched the 
relationship between risk perception and precautionary behavior. The authors determined 
that among health-behavior theories, precautionary health behavior is predicated on 
heightened perceptions of risk. Other researchers explored the association between the 
timing of the initiation of sexual activity and sexual behaviors and risks among university 
students (Patrick et al., 2007). The precautionary health behavior model shows how 
students consciously know the outcome of their behavior but must decide to use either 
health-defeating outcomes or health-facilitating outcomes (see Figure 1). 
 
 
 
 
Figure 1. Precautionary health behavior model. Retrieved from “Relation Between 
 
Perceived Vulnerability to HIV and Precautionary Sexual Behavior, by M. Gerrard, F. X. 
26  
 
Gibbons, & B. J. Bushman, 1996, Psychological Bulletin, 119, 390–409. (Permission was 
obtained by the author to use anything pertaining to their work; see Appendix A). 
The Health Behavior Change Model 
 
 
 
The health behavior change model (see Figure 2) is based on students’ beliefs and 
attitudes toward their behavior. This model aids in understanding why students knowing 
potential health outcomes partake of detrimental behaviors that lead to contracting STIs. 
 
 
Figure 2. The health-behavior-change model. Retrieved from “Using Theory to Design 
Effective Health Behavior Interventions,” by M. Fishbein & M. C. Yzer, 2003, 
Communication Theory, 13, 164–183. Permission was obtained to use the figure from the 
author (see Appendix D). 
Ma et al. (2009) researched the health behavior change model. The authors 
discovered that individuals who began early sexual activity engaged in more perilous 
behaviors, which could lead to elevated risks of unwanted pregnancies and STIs. 
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According to Patrick et al. (2007), among college-aged students, important 
 
developmental changes in sexual behavior may occur during the transition to college. The 
study suggested that the reason for college-aged students to have sex may be goal 
oriented but those in the study who reported not to ever have had sex were less likely to 
contract any form of STI. Shah, Smolensk, Burau, Cech, and Lai (2007) examined the 
distribution of STIs among college students and discovered that sexual behaviors among 
college-aged students was related to certain behavioral changes during various events, 
such as college parties and spring break. They concluded that behavioral patterns 
displayed by college students put them at greater risk to developing STIs. Williams, 
Zenilman, Nanda, and Mark (2008) revealed that the main barriers to STD care included 
• The lack of information of STDs and available services 
 
• The monetary means 
 
• Shame and stigma associated with seeking services 
 
• Long clinic waiting times, prejudice 
 
• Fright of testing methods 
 
The authors concluded that these barriers caused delays in diagnostics, which may cause 
delayed treatment of STIs. 
Sipkin et al. (2003) researched college-aged students who have multiple sexual 
partners. They concluded that college-aged students have a higher risk of contracting 
STIs such as gonorrhea and chlamydia. Behavioral factors associated with these 
infections could have dire consequences for college-aged students into adulthood. 
Researchers used the health behavior change model to assess individual and relationship 
factors and consistency of condom use. The authors concluded that proper 
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implementation of condom use clearly prevented STIs among the participants (Harvey et 
al., 2009). Crosby et al. (2008) concluded that behavioral skills had a negative effect on 
condom-use errors. Svenson, Östergren, Merlo, and Råstam (2002) researched behavioral 
factors related to condom use among university students. They concluded that consistent 
condom use and implementation intentions could clearly reduce STI risk factors among 
university students. 
Cha, Doswell, Kim, Charron-Prochownik, and Patrick (2009) conducted an 
examination of the efficiency of the theory of planned behavior by creating a study that 
described the self-reported sexual behavior of college students. The study explained the 
intent of engaging in premarital sex in order to provide insights for a possible sex- 
education program that may reduce hazardous sexual behavior. The researchers identified 
in male students significant predictors of intention to have premarital sex. The predictors 
were premarital sexual attitude, abstinence self-efficacy, and referent group norms. Cha 
et al. concluded that only attitude and norms showed significance in predicting intention 
for premarital sex for female students. Fishbein and Yzer (2003) used theories to identify 
health behavior. The authors used theories to develop health communication campaigns. 
According to The National College Health Assessment (2007) only 50% of 
sexually active college students reported using condoms the last time they had vaginal 
intercourse, 25% during anal intercourse, and 5% during oral sex. Verhoeven et al. 
(2007) wrote that college students’ inconsistent condom use may be due to condom 
discomfort, possibility of breakage, cost, interruption of sexual activity, need for proper 
technique, loss of penile sensation, preference for other forms of birth control, or stigma 
of using a method associated with promiscuity and STIs. Underhill, Montgomery, and 
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Operario (2008) stated that college students may have a false sense of security when it 
comes to monitoring for STIs. Despite the potentially devastating outcomes that can 
result from unprotected sexual intercourse, college students do not consistently take the 
necessary precautions to protect themselves from contracting an STI and instead see 
pregnancy prevention as the primary issue. 
Several factors contribute to the high prevalence of STIs in college-aged students: 
low poverty level, low SES, and behavioral aspects. To decrease the negative impact of 
HIV/AIDS, various actions must be taken, such as awareness and education, reduction of 
risky behaviors from college students, and examining the differences among community- 
college students and 4-year college students. 
Gaps in Existing Research 
 
An evaluation and synthesis of the literature showed that among the researchers 
referring to sexually transmitted infections, a correlation was established between 
adolescent health, college-aged students’ health, and public health. Research addressing 
student awareness in community colleges was very limited and research showed no direct 
comparison of students’ SES from a university setting and that from a community-college 
setting. Even though multiple studies were conducted on the subject of STIs among 
college students in general, researchers have shown no evidence of incidence or 
prevalence rates of STIs in 4-year universities compared to 2-year community colleges. 
According to Sipkin et al. (2003) different behavioral patterns may exist among 
community-college students: unlike traditional university students, there may be a delay 
in contracting STIs. However, the Sipkin et al. study does not address differences in the 
student population itself and also fails to correlate STI risk factors affecting the two 
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selected student populations. The study also failed to point out the incidence rates and 
prevalence rates associated with the various institutions. 
Another study examined behavioral patterns of certain university students. Chng, 
Carlon, and Toynes (2006) concluded that college students were unaware of high risk 
factors associated with their sexual behavioral patterns due to their lack of knowledge. 
Datta et al. (2007) examined the prevalence of gonorrhea and chlamydia among people 
aged 14 to 39. They discovered in their study that among college-aged participants the 
rates were higher than in any other age group. Buffardi (2008) researched other risk 
factors associated with the high STI incidence rate amongst college students. Buffardi 
inferred that SES of certain students was correlated with STIs. 
 
 
 
Summary 
 
This review presented various literature and research about STIs among college- 
aged students. The literature fails to specifically identify the risk factors that directly 
impact community-college students. There was much information about university 
students; however, the two environments were not compared. Behavioral factors were 
associated with the high prevalence and incidence of STIs among college-aged students. 
Therefore, a cross-sectional study of the two groups was conducted. In Chapter 3 the 
research methods will be explained. 
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Chapter 3: Research Methods 
 
Introduction 
 
This chapter contains an account of the procedures and actions taken for this 
research. The chapter starts with a restatement of the research questions and an 
explanation of the research plan. Compared to other designs the study showed the 
significance of this research design, which is assessed together with the research model. 
This chapter also includes the reasoning behind the sample size, the setting, and the 
attributes of the population. These are followed by the instrumentation used, data- 
collection procedures, and how the collected data were analyzed. The chapter also 
presents the ethical implications and the safety of the individuals who were surveyed. 
This study used a quantitative cross-sectional design. According to Creswell, 
Plano Clark, Guttman, and Hanson (2003), the cross-sectional design is a method that 
allows the collection and analysis of quantitative data to aid in recognizing a research 
problem more completely. Coggon, Rose, and Barker (1997) stated that a cross-sectional 
study was the most straightforward form of descriptive or observational epidemiology. 
This study design can be achieved on representative samples of a population, because the 
study intended to describe the relationship between diseases and other factors in a 
specified population (Trochim, 2006). 
Research Design and Approach 
 
This quantitative cross-sectional design study aimed to explore STI risk factors 
among college-aged students by examining two institutional settings. The research in this 
quantitative-method approach built knowledge on pragmatic grounds (Creswell, 2003). In 
this research, data were collected using the modified New York Health Department 
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survey with the CDC STI survey (see Appendix A). The data were evaluated using SPSS 
and the use of inferential statistics that included chi-square analysis, logistic and 
multivariate regression analysis. The goal of the quantitative method was to identify risk 
factors such as behavioral factors in both educational settings. The foundation for this 
method is that a general picture of the research problems was attained from quantitative 
data. The study discerned specific internal and external factors that aid STI incidence in 
both educational settings. 
Research Questions and Hypotheses 
 
Research Question 1: Which educational setting has more STI behavioral risk 
factors? 
H01: There are not more STI behavioral risk factors such as noncondom use, 
number of sexual partners, type of sex, and drinking habits associated with students at a 
4-year university than with students at a 2-year community college. 
 
H11: There are more STI behavioral risk factors associated with students at a 
 
4-year university than with students at a 2-year community college. 
 
Research Question 2: Are socioeconomic risk factors associated with the increase 
in incidence of STIs among college-aged students when comparing two educational 
settings (4-year and 2-year colleges)? 
H02: SES in not related to risk factors such as noncondom use, number of sexual 
partners, type of sex, and drinking habits associated with STIs such as gonorrhea, 
chlamydia, and syphilis. 
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H12: SES is related to risk factors such as noncondom use, number of sexual 
partners, type of sex, and drinking habits associated with STIs such as gonorrhea, 
chlamydia, and syphilis. 
With the research questions and hypotheses in mind, a set of variables for this 
study was engendered. The independent variables are behavioral factors such as condom 
use, number of sexual partners, type of sex, and drinking habits; the dependent variable 
was SES, measuring students from a low-income families. These factors were identified 
through the analysis of the related literature. 
Setting and Sample 
 
Setting 
 
Participants in the study came from a university in central Florida and a 
community college in central Florida. The participants were identified as college students 
aged 18–24 and they must have been in attendance at a college that fits the research 
purpose. The target population in this study was community-college students and 
university students. Each was selected randomly to avoid bias. I gave the surveys to 
anyone who was willing to participate and assured the confidentiality of the research. 
Various places known as “college student hang out places” were selected to give out the 
surveys. 
Sample 
 
Various criteria were followed in selecting students: (a) being enrolled in a 
community college or university, (b) being 18 to 24 years of age with the appropriate 
identification or proof of age, (c) the ability to read and understand English, and (d) the 
ability to understand a basic survey. Using GPower3 software, power analysis was 
34  
 
conducted to determine the appropriate sample size for the study. According to Ellis 
(2010), the effect size measures the strength of the association between two variables. In 
this research a medium effect size was chosen to achieve statistical significance. To find 
significance, the probability number (the p-value) was compared to the critical 
probability value which is the alpha level (0.05). There is significance when the p-value 
is less than the alpha value. Statistical significance aids in the likelihood that if some 
changes were to occur randomly they would not represent differences. A t-test goodness 
power analysis, assuming a medium effect size (f = .30), a = .05 indicated a minumum 
sample size of 278 participants with 139 participants from each educational setting. Thus 
the total sample size of 278 was required to achieve a power of .80 (see Figure 3). 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 3. Power analysis determining sample size. 
 
 
 
Instrumentation and Materials 
 
Two previously validated instruments were used to assess STI risk factors in the 
study population. According to Golafshani (2003), reliability denotes consistency over 
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time and an accurate representation of the total population under study. If the data are 
reliable and the results of the study can be replicated under a similar methodology, then 
the research instrument is considered to be reliable. The primary techniques for collecting 
the quantitative data were a self-developed questionnaire (see Appendix A) compiled 
from the CDC questionnaire and the New York State Health Department questionnaire 
(see Appendix B). The 16-question questionnaire, the tool that was used, contains objects 
in diverse formats: the questionnaire contains questions that participants answered by 
choosing from a group of options, and yes and no questions. The primary parts of the 
survey solicited inquiries related to the participants’ sexual-behavior experiences. 
Another part of the questionnaire deals with behavioral patterns that may contribute to 
STIs, and the last part of the survey deals with SES, employment, and program of study. 
The CDC questionnaire has been used in studies in the past that have been replicated by 
other researchers (Barth, Cook, Downs, Switzer, & Fischhoff, 2002). According to 
Creswell and Miller (2000), for the validity of an experiment to be established, the entire 
experimental concept needs to generate results that meet all of the requirements of the 
scientific-research method. The external-validity test examines the results and determines 
if there is a causal relationship. 
Data Collection and Analysis 
 
The study focused on identifying risk factors associated with a high incidence of 
STIs among college-aged students. The survey design involved data collected at one 
point in time (McMillan, 2000). The study used SPSS as a data-analysis tool. SPSS is a 
software package designed to give easy form and database construction, data entry, and 
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analysis with epidemiologic statistics, and graphs. The instrument measured, multiple 
regressions, and frequencies. 
Students were selected in places where they seemed to attend and their student ID 
was verified to prove that they were currently enrolled in a college. The data were 
analyzed via SPSS using the descriptive-statistics tools. Statistical analysis includes 
frequency tables, which determine percentages; for example, the frequency of students in 
universities who wear condoms during vaginal sex compared to those in community 
colleges that do. 
In this study, various statistical analyses that were performed (see Table 1). 
Various frequency tables were used and due to the categorical nature of the variables, the 
study used multiple regression analysis to examine linear relationships between variables 
and the nature of the relationship between the two variables. The independent variables 
were behavioral factors: condom use, number of sexual partners, type of sex, and 
drinking habits; the dependent variable was SES measuring income of birth family and 
education level of parents. The chi-square test showed whether SES, specifically those 
from a low-income family, had any relationship to STI risk factors. 
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Table 1 
 
List of Variables and Measures 
 
Variables Measures Type of measures Statistical test 
Socioeconomic status 
(dependent variable) 
• Low income 
• Parents level of 
education 
• Categorical (ordinal) 
• Interval (years) 
• Chi-square& Linear 
regression 
• Logistic regression 
Behavior risk factors 
(Independent variable) 
• Use of condom 
• Number of sexual 
partners 
• Type of sex: vaginal, 
anal 
• Drinking habits 
• Yes, no (dichotomous) 
• [0,  ] 
• (1,2,3) 
• (yes, no) 
• Multiple regression 
analysis 
 
 
 
Protection of Human Participants 
 
To protect human participants, certain ethical issues were addressed in the study. 
To comply with the policies of the IRB, the authorization to move forward with the study 
was acquired (Walden University IRB approval code 08-02-11-0058931). The IRB form 
was completed. The form supplied data about the researcher, number and type of 
subjects, the project title, and type of review requested. In the application for 
authorization to conduct research, a full disclosure of the project contents and its 
importance, methods, procedures, participants in the research, and research status were 
fully described. The surveys of the project were carried out in a normal social setting, 
because the topic did not fall into the sensitive category as the participants were over 18 
years of age. The questions were very sensitive for participants due to the fact that they 
contain very intimate questions that may be embarrassing to the participant. However, I 
ensured that the information provided would not be shared without proper permission. 
A full-disclosure consent form was constructed. The form stated the rights of the 
participants. The participants could freely concur to participate in the research and 
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recognize that their rights are protected. A statement of informed consent was affixed to 
the survey and reflected compliance by the sampled population. The participants were 
anonymous and protected. Names of participants and schools they attended were not 
mentioned anywhere in the dissertation or other written reports due to the fact that they 
were not contained in the survey responses; that information is irrelevant. Surveys were 
placed in a safe place, locked in a cabinet with only researcher access, and will be 
destroyed after 5 years. 
Dissemination of Findings 
 
The findings from this study will be used to further enlighten the ever-growing 
field of researchers studying STIs among college students. These findings add to the 
literature to fill the gap describing STI risk factors in universities and community 
colleges. Papers may be presented at various conferences or articles published in peer- 
reviewed journals. 
Summary 
 
This research-design chapter explained the data-collection process, the setting, 
population selection, and data analysis. The chapter described in depth the methodology 
to be used. The chapter addressed the sample size used, data collection and analysis, 
variables measured, as well as the various statistical analyses used. Chapters 4 describes 
the findings of the study in relation to the research questions and hypotheses and Chapter 
5 provides an interpretation of the results and provides recommendations for further 
research and implications for social change. 
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Chapter 4: Results 
 
Introduction 
 
The purpose of this cross-sectional quantitative study was to determine if STI 
behavioral risk factors differed between 2-year community college students and 4-year 
university students. This study also examined whether SES is related to behavioral risk 
factors that place students at greater risk of acquiring an STI. The study also examined if 
SES is associated with the level of behavioral risk factors when comparing two 
educational institutional settings. Chapter 3 provided an explanation of the research 
design and approach, research questions and hypotheses, setting and sample, 
instrumentation and materials, data collection and analysis, protection of human 
participants, and dissemination of findings. Chapter 4 will provide data analysis and 
report results. Chapter 4 is divided into several sections that include findings from the 
demographic questions and findings in response to the research questions. SPSS V19 
(2010) was used for various descriptive analyses that were used for data interpretation. 
Findings from this study could help determine which educational institution is more 
prone to STI behavioral risk factors. 
Demographic Characteristics of Study Participants 
 
A total of 278 participants were asked to participate in this study, 139 participants 
from each institution. As shown on Table 2, more male (51.1%) participants responded to 
the survey from the 4-year institution; more females (54%) responding from the 2-year 
community-college setting. 
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Table 2 
 
Frequency of Gender Response by Institution Type 
 
 
Gender Number Percent 
 
2-year community college 
 
Male 64 46 
Female 75 54 
Total 139 100 
4-year university 
Male 71 51.1 
Female 68 48.9 
Total 139 100.0 
 
 
 
Examination of Demographic Characteristics 
 
As shown in Table 3 there were more students with a family income of 0 to 
 
$19,999 in the 2-year community college (n = 91, 65.5%) compared to the 4-year 
university (n = 31, 22.3%) 
Table 3 
 
Frequency Table of Family Income by Institution Type 
 
$ Number Percent 
 2-year community college  
0 to 19999 91 65.5 
20000 to 49999 36 25.9 
50000 and up 12 8.6 
 4-year university  
0 to 19,999 31 22.3 
20,000 to 49,999 58 41.7 
50,000 and up 50 36.0 
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As shown in Table 4, more parents from the 2-year community college had a high 
school diploma (n = 81, 58.3%) compared to their counterparts from the 4-year university 
(n = 35, 25.2%). The results also showed that 4-year university participants had more 
parents who attended graduate school or had a graduate degree (n = 38, 27.3%) compared 
to 2-years community-college participants (n = 18, 12.9%). 
Table 4 
 
Frequency Table of Parental-Education Level by Institution Type 
 
 
Parents’ education Number Percent 
 
2-year community college 
 
high school                                      81                                    58.3 
college                                             40                                    28.8 
graduate school                               18                                    12.9 
4-year university 
 
high school 35 25.2 
college 66 47.5 
graduate school 38 27.3 
 
 
 
As shown in Table 5, 28 (20.1%) of the 139 participants of the 4-year university 
sample responded to never having had sex, compared to only six (4.2%) of the 
participants responding the same way in the 2-year community-college survey. 
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Table 5 
 
Frequency Table of More Than One Sexual Partner by Institution Type 
 
 
More than 1 partner Number Percent 
 
2-year community college 
 
Yes 89 62.7 
 
No I’ve had one 44 31.0 
 
No I’ve never had sex 6 4.2 
missing 3 
4-year university 
 
Yes 45 32.4 
 
No I’ve had one 63 45.3 
 
No I’ve never had sex 28 20.1 
missing  3 
Note: 3 participants did not answer this question and are not included in the percentage calculations. 
 
 
Examination of Risky Sexual Behaviors 
 
When comparing the frequency of condom use during vaginal and anal sex, a 
clear difference was observed. As shown in Table 6 (n = 43), 30.9 % and 3.6% of the 
participants from the 2-year community college always used a condom during vaginal 
and anal sex, respectively, compared to (n = 61) 44.5% and 8.8% in the 4-year university 
pool. Of the participants surveyed, (n = 52) 37.4% in the 2-year community college and 
(n = 26) 19% used condoms most of the time during vaginal sex in the 4-year university 
setting. More participants in the 2-year community college (n = 38, 27.3%) sometimes 
used condoms during vaginal sex than in the 4-year university setting (n = 14, 10.2%). 
Six participants (4.3%) from the 2-year community-college setting answered not having 
sex compared to 30 (21.9%) from the 4-year university setting. I noticed that six (4.4%) 
participants form the 4-year university setting answered never to using condoms during 
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vaginal sex. More participants from the 2-year community college (n = 134) never had 
anal sex compared to those in the 4-year university (n = 121). There were five 
participants from the 2-year community-college pool who participated in anal sex 
compared to 16 in the 4-year university pool. Two participants from the 4-year university 
setting did not answer the question. 
Table 6 
 
Frequency of Condom Use With Anal and Vaginal Sex by Institution Type 
 
 
 
Condom use 
Number 
(Vaginal) 
Percent 
(Vaginal) Number (anal) Percent (anal) 
 
2-year community college 
 
Always 43 30.9 5 3.6 
Most of the time 52 37.4   
Sometimes 38 27.3   
Never: I do not have sex 6 4.3 134 96.4 
4-year university 
Always 61 44.5 12 8.8 
Most of the time 26 19.0 2 1.5 
Sometimes 14 10.2 1 0.7 
Never 6 4.4 1 0.7 
I do not have sex 30 21.9 121 88.3 
Missing 2  2  
Note: 2 participants did not answer this question and are not included in percentage calculations. 
 
 
As shown in Table 7, more participants in the 2-year community college (n = 9, 
 
6.5%) were told of an STD contraction compared to the other institutional setting (n = 3, 
 
2.2%). 
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Table 7 
 
Frequency Table of Knowledge of STI Contraction by Institution Type 
 
 
STI knowledge Number Percent 
 
2-year community college 
 
No 130 93.5 
Yes 9 6.5 
 4-year university  
No 136 97.8 
Yes 3 2.2 
 
 
 
As shown in Table 8, more participants from the 2-year community college 
 
(n = 17, 12.2%) compared to the 4-year university participants (n = 5, 3.6%) injected 
drugs. 
Table 8 
 
Frequency Table of Students engaging in Drug Injection by institution type 
 
 
Drug use Number Percent 
 
2-year community college 
 
No 122 87.8 
 
Yes 17 12.2 
 
4-year university 
 
No 133 95.7 
Yes 5 3.6 
 
 
 
Participants were asked how many drinks they drank in the past week. As shown 
in Table 9, more 2-year community college participants had six or more drinks (n = 38, 
27.3%) in the past week compared their 4-year university counterparts (n = 24, 17.3%). 
As shown in Table 10, 43 participants from the 2-year community college (30.9%) 
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compared to 38 among the 4-year university participants (27.3%) admitted to having had 
sex under the influence of alcohol and drugs. As shown in Table 11, more 2-year 
community-college participants had six or more sexual partners in their lifetime (n = 61, 
43.9%) compared to 4-year university participants (n = 34, 24.5%). However the results 
also showed that more 4-year university participants had 1–5 sexual partners in their 
lifetime (n = 51, 36.7%) compared to their 2-year community-college counterparts 
(n = 36, 25.9%). 
Table 9 
Frequency Table of Number of Drinks in the Past Week by Institution Type 
 
 
Number of drinks Number Percent 
 
2-year community college 
 
0 73 52.5 
 
1–5 28 20.1 
6 and up 38 27.3 
 
4-year university 
 
0 80 57.6 
1–5 35 25.2 
 
6 and up 24 17.3 
 
 
 
Table 10 
 
Frequency Table of Sex Under the Influence of Alcohol by Institution Type 
 
 
Sex with alcohol Number Percent 
 
2-year community college 
 
No 96 69.1 
 
Yes 43 30.9 
 
4-year university 
 
No 101 72.7 
 
Yes 38 27.3 
46  
 
Table 11 
 
Frequency Table of Number of Sex Partners by Institution Type 
 
 
Sex partners Number Percent 
 
 2-year community college  
Zero 42 30.2 
1–5 36 25.9 
6 or more 61 43.9 
 4-year university  
Zero 53 38.1 
1–5 51 36.7 
6 or more 34 24.5 
 
 
 
As shown in Table 12, logistic regression analyses were performed to assess if 
there were significant differences in demographic characteristics between institution 
types. The results show that the likelihood of attending a 2-year community college was 
comparable for males and females. Lower parental income was associated with a greater 
likelihood of attending a 2-year community college. Specifically, students whose parents’ 
annual income was less than $19,999 were 12 times more likely to attend a community 
college than those whose parents’ annual income was $50,000 or more  (OR = 12.23, 
95% CI: 5.78–25.90, p < 0.001). Students who parent’s annual income was $20,000– 
 
$49,999 were 2.5 times more likely to attend a 2-year community college than those with 
parents who made $50,000 or more per year (OR = 2.59, 95% CI: 1.22–5.50, p < 0.05). 
Lower parental education was also significantly associated with attending a 2-year 
college; students whose parents’ highest educational attainment was high school were 
nearly 5 times more likely to attend a 2-year community college than those who parents 
attended graduate school. There was no significant difference in likelihood between 
47  
 
students who parents graduated from college and those with graduate educations. These 
demographic comparisons were made to clearly separate exploration of covariates from 
hypothesis testing. 
Table 12 
Examination of Demographic Characteristics by Institution Type 
a
; 
 
 
2-year 
communit 
y college 
(n = 139) 
 
 
4-year 
university 
(n = 139) 
 
 
Logistic regression 
 
 n % n % X
2 
OR SE 95% CI 
Gender         
Female 75 54 68 49 0.71  ref  
Male 64 46 71 51  1.22 0.24 0.76–1.96 
 
Income 
        
Less than 
19,999 
91 66 31 22 57.95*** 12.23*** 0.38 5.78–25.90 
20,000– 
49,9999 
36 26 58 42  2.59* 0.39 1.22–5.50 
50,000 or 
more 
12 9 50 36   ref  
Parental 
education 
        
High 81 58 35 25 31.76*** 4.89*** 0.35 2.46–9.71 
school 
graduate 
 
College 
graduate 
 
Postcollege 
graduate 
 
 
 
40 29 66 48 1.28 0.35 0.64–2.54 
 
 
18 13 38 27 ref 
Examination of Demographic Characteristics by Institution Type 
a
; a 0 = 4 year college, 
1 = community college; *p < .05; **p < .01;***p < .001. 
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Findings from the Research Questions 
 
Research Question 1: Which educational setting has students who have more STI 
 
behavioral risk factors? 
 
H02: There are no more STI behavioral risk factors such as noncondom use, 
number of sexual partners, type of sex, and drinking habits associated with students at a 
4-year university than with students at a 2-year community college. 
 
H12: There are more STI behavioral risk factors associated with students at a 
 
4-year university than with students at a 2-year community college. 
 
Logistic regression analyses were used to examine differences in likelihood of 
engaging in risky behaviors between institution types. As shown in Table 13, individuals 
enrolled in a community college are nearly 2 times less likely to report not always using a 
condom or a condom with oral contraception as a chosen method of pregnancy 
prevention (OR = 0.58; 95% CI: 0.34–0.98; p < .05). In contrast, individuals enrolled in a 
community college were more likely to report not always using a condom during vaginal 
intercourse (OR = 2.78; 95% CI: 1.64–4.71; p < .001). Individuals enrolled in a 
community college were much more likely to report having had more than one sexual 
partner in the past year (OR = 2.97; 95% CI: 1.76–5.01; p < .001) than individuals 
enrolled in a 4-year college. Individuals from a 4-year college were considerably more 
likely to report engaging in unwanted sexual intercourse (OR = 0.06; 95% CI: 0.01–0.50; 
p < .01) than individuals enrolled in a 2-year college. Linear regression was performed to 
examine the relative risk of having a greater number of sexual partners. Individuals from 
a 4-year university also reported a greater number of lifetime sexual partners (B = 0.27, 
95%; CI: 0.08–0.47, p < .01) than individuals in a 2-year college. These results lead to 
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failing to reject the null hypothesis, which means that students enrolled in a 4-year 
university are not more likely to report STI behavioral risk factors such as noncondom 
use, a higher number of sexual partners, type of sex (vaginal and anal), and worse 
drinking habits than students enrolled at a 2 year community college. 
Table 13 
 
Examination of the Associations Between Institution Type and Behavioral Risk Factors 
 
 
 
Risk factors Odds ratio SE 
 
Logistic regression analysis 
95% confidence 
interval 
 
Condom\condom and oral contraception use
b 
0.58* 0.27 0.34–0.98 
Condom used during vaginal intercourse
c 
2.78*** 0.27 1.64–4.71 
Condom used during anal intercourse
c 
Cannot be computed due to limited sample size 
More than one sexual partner in the past year
d 
2.97*** 0.27 1.76–5.01 
Engaging in intercourse under the influence
e 
1.19 0.26 0.71–2.00 
Unwanted sexual intercourse
e 
0.06** 1.04 0.01–0.50 
 
Linear regression analysis  B  SE  95% CI 
Number of lifetime sexual partners 0.27** 0.10 0.08–0.47 
Number of drinks in the past week 0.15 0.10 -0.04–0.34 
a 
0 = 4 year college, 1= community college; 
b 
0 = yes, 1 = no; 
c
0 = always, 1 = not always; 
d 
0 = 1 partner or 
less , 1 = more than one partner; 
e 
0 = no, 1= yes; *p < .05; **p < .01;***p < .001. 
 
 
Research Question 2: Are socioeconomic risk factors associated with the increase 
in incidence of risk factors that place college students at greater risk of STIs among 
college-aged students when comparing two educational setting (4-year and 2-year 
colleges)? 
H02: SES in not related to risk factors such as noncondom use, number of sexual 
partners, type of sex, and drinking habits associated with STIs such as gonorrhea, 
chlamydia, and syphilis. 
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H12: SES is related to risk factors such as noncondom use, number of sexual 
partners, type of sex, and drinking habits associated with STIs such as gonorrhea, 
chlamydia, and syphilis. 
As shown on Tables 14 and 15, logistic regression analyses were performed to 
examine whether relevant demographic characteristics significantly confounded the 
relationship between institution type and risky sexual behaviors. Females were much 
more likely to report not using a condom or a condom and oral contraception during 
intercourse (OR = 14.57; 95% CI: 7.02–30.24; p < .001). 
Parental educational attainment appears to be associated with likelihood of 
condom use during vaginal intercourse and engaging in sexual intercourse under the 
influence of alcohol. Compared to individuals whose parents possessed a postgraduate 
degree, those whose parents had a high school diploma were much more likely to report 
not always using a condom (OR = 4.34; 95% CI: 1.78–10.58; p < .01) and individuals 
with parents who graduated from college were more likely to report not always using a 
condom (OR = 2.50; 95% CI: 1.13–5.56; p < .05). 
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Risk factors by demographics 
 
 
 
Odds ratio 
 
 
 
SE 
95% 
confidence 
interval 
Condom\condom with oral contraception 
used
b
 
Gender (Females vs. Males) 14.57*** 0.37 7.02–30.24 
Parental Education
c
 
High school graduate 0.88 0.50 0.34–2.34 
College graduate 1.69 0.47 0.68–4.21 
Income
d
 
Less than $19,999 1.68 0.51 0.62–4.56 
$20,000–$49,999 1.02 0.46 0.41–2.51 
Institution type
a
 0.35*** 0.51 0.17–0.74 
Condom used during vaginal intercourse
e
 
Gender 1.36 0.29 0.78–2.38 
Parental Education
c
 
High school graduate 4.34** 0.46 1.78–10.58 
College graduate 2.50* 0.41 1.13–5.56 
Income
d
 
Less than $19,999 0.78 0.44 0.33–1.86 
$20,000–$49,999 1.13 0.39 0.53–2.44 
Institution type
a
 2.29** 0.32 1.23–4.26 
Condom used during anal intercourse
f
 Cannot be computed due to limited 
sample size 
 
 
Table 14 
Examination of the Associations Between Institution Type
a 
and Risky Behaviors, Adjusted 
for Demographics 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a 
0 = 4 year college, 1= community college; 
b 
0 = always, 1 = not always; 
c 
post graduate degree is the 
reference category, 
d 
50,000 or more per year is the reference category; 
e
0 = 1 partner or less , 1 = more 
than one partner; 
f 
0 = no, 1= yes; *p < 0.05; **p < 0.01;***p < 0.001. 
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As shown on Table 15, compared to individuals whose parents have a graduate 
degree, those whose parents obtained a high school diploma were more likely to report 
engaging in sexual intercourse while under the influence of alcohol (OR = 2.57; 95% CI: 
1.00–6.56; p < .05), and those with parents who graduated from college were also more 
likely (OR = 3.23; 95% CI: 1.38–7.59; p < .05). 
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Table 15 
 
Logistic Regression Analysis Examining the Associations Between Institution Type
a 
and 
 
Risky Behaviors, Adjusted for Demographics (continued) 
 
 
 
Risk factors by demographics Odds ratio SE 
 
More than one sexual partner in the past year
b
 
95% confidence 
interval 
 
Gender 1.15 0.28 0.67–2.00 
Parental Education
c
 
 
High school graduate 0.98 0.43 0.42–2.30 
 
College graduate 1.16 0.40 0.53–2.51 
Income
d
 
 
Less than $19,999 0.77 0.44 0.33–1.82 
 
$20,000–$49,999 1.33 0.38 0.63–2.81 
Institution type
a 
3.62 0.32 1.92–6.83 
Engaging in intercourse under the influence
b
 
 
Gender 1.35 0.28 0.78–2.34 
Parental Education
c
 
 
High school graduate 2.57* 0.48 1.00–6.56 
 
College graduate 3.23** 0.44 1.38–7.59 
Income
d
 
 
Less than $19,999 0.55 0.43 0.24–1.27 
 
$20,000–49,999 0.47 0.38 0.22–0.99 
Institution type
a 
1.28 0.31 0.70–2.36 
a 
0 = 4 year college, 1= community college; 
b 
0 = always, 1 = not always; 
c 
post graduate degree is the 
reference category, 
d 
50,000 or more per year is the reference category; 
e
0 = 1 partner or less , 1 = more 
than one partner; 
f 
0 = no, 1 = yes; *p < 0.05; **p < 0.01;***p < 0.001. 
 
 
As shown on Table 16, individuals in a 4-year university were most likely to engage in an 
unwanted sexual intercourse compared to their counterpart (OR = 0.05; 95% CI: 0.01– 
0.40; p < .01). 
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Logistic regression 
 
Odds ratio 
 
SE 
95% confidence 
interval 
Unwanted sexual intercourse
i
 
Gender 1.08 0.57 0.35–3.31 
Parental Education
c
 
High school graduate 5.03 1.16 0.52–48.47 
College graduate 6.03 1.10 0.71–51.53 
Income
d
 
Less than $19,999 1.69 0.77 0.37–7.64 
$20,000–$49,999 1.41 0.69 0.37–5.43 
Institution type
a
 0.05** 1.09 0.01–0.40 
 
 
Table 16 
 
Logistic Regression Examination of the Associations Between Institution Type
a 
and Risky 
 
Behaviors, Adjusted for Demographics 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a 
0 = 4 year college, 1= community college; 
b 
0 = always, 1 = not always; 
c 
post graduate degree is the 
reference category, 
d 
50,000 or more per year is the reference category; 
e
0 = 1 partner or less , 1 = more 
than one partner; 
f 
0 = no, 1= yes; *p < .05; **p < .01;***p < .001. 
 
 
As shown on Table 17, individuals whose parents obtained a high school degree 
reported lower frequency of weekly alcohol consumption than those whose parents have 
a graduate degree (B = 0.44; 95% CI: 0.14–0.75; p < .01).The relative risk (B) is 
commonly used in presenting results from linear regression (Lumley, Kronmal, & Ma, 
2006). 
55 
Table 17 
Linear Regression Examination of the Associations Between Institution Type
a 
and Risky 
Behaviors, Adjusted for Demographics 
 
 
Linear regression analysis 
 
B 
 
SE 
95% confidence 
interval 
Number of lifetime sexual partners 
Gender -0.10 0.10 -0.30–0.10 
Parental Education
c
 
High school graduate 0.18 0.16 -0.12–0.49 
College graduate -0.00 0.14 -0.27–0.27 
Income
d
 
Less than 19,999 0.23 0.16 -0.08–0.54 
20,000–49,999 0.04 0.14 -0.23–0.31 
Institution type
a
 0.13 0.11 -0.09–0.34 
Number of drinks in the past week 
Gender 0.01 0.10 -0.19–0.21 
Parental Education
c
 
High school graduate 0.44** 0.15 0.14–0.75 
College graduate 0.21 0.14 -0.07–0.48 
Income
d
 
Less than 19,999 -0.16 0.16 -0.46–0.15 
20,000–49,999 -0.08 0.14 -0.35–0.18 
Institution type
a
 0.10 0.11 -0.12–0.31 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a 
0 = 4 year college, 1= community college; 
b 
0 = always, 1 = not always; 
c 
post graduate degree is the 
reference category, 
d 
50,000 or more per year is the reference category; 
e
0 = 1 partner or less , 1 = more 
than one partner; 
f 
0 = no, 1= yes; *p < .05; **p < .01;***p < .001. 
 
 
As shown on Table 18, on average, individuals who were enrolled in a 
community college were more likely to report engaging in two or more risky sexual 
behaviors than those enrolled in a 4-year school (B = 0.55; 95% CI: 0.30–0.79; 
p < .0001), even after controlling for relevant demographic characteristics (B = 
 
0.50; 95% CI: 0.23–0.78; p < .001), as shown on Table 19. According to the analyses, the 
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null hypothesis is therefore rejected: SES is related to risk factors such as noncondom 
use, number of sexual partners, type of sex, and drinking habits associated with STIs. 
 
 
Linear regression analysis 
 
B 
 
SE 
95% confidence 
interval 
Number of Risk Behaviors 
Institution type
a
 0.55*** 0.13 0.30–0.79 
 
 
Table 18 
 
Assessment of Between-Institution Differences in Number of Risky Behaviors (Adjusted) 
 
 
Linear regression analysis B SE 
Number of Risk Behaviors 
95% confidence 
interval 
Gender 
Parental Education
b
 
0.68 0.19 -0.11–0.39 
High school graduate 0.58** 0.20 0.19–0.97 
College graduate 
Income
c
 
0.56** 0.18 0.22–0.91 
Less than $19,999 -0.17 0.20 -0.56–0.22 
$20,000–$49,999 -0.16 0.17 -0.50–0.18 
Institution type
a
 0.50*** 0.14 0.23–0.78 
a 
0 = 4 year college, 1 = community college; 
b 
post graduate degree is the reference category, 
c 
$50,000 or 
more per year is the reference category; *p < .05; **p < .01;***p < .001. 
 
 
Table 19 
 
Assessment of Between Institution Type Differences in Number of Risky Behaviors 
 
(Adjusted) 
 
 
 
 
 
 
 
 
a 
0 = 4 year college, 1= community college. 
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Summary 
 
 
Chapter 4 showed the results based on demographic findings and the analysis of 
the research questions were made. The analysis lead to failing to reject the null 
hypothesis for question 1, which means that 4-year university students are not more prone 
to display sexual behavioral factors that may lead to STI contraction and the rejection of 
the null hypothesis for question 2,  which indicates that SES is associated with the 
contraction of STIs. In Chapter 5, the interpretation of the findings is presented. The 
interpretation is followed by the implications for social change. Finally, 
recommendations for action and limitations of the study are presented to improve future 
research. 
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Chapter 5: Discussion 
 
Overview 
 
The purpose of this study was to examine if SES was related to STI behavioral 
risk factors for college students in two different academic institutional settings. SES and 
behavioral risk factors were examined in two school settings, a 2-year community college 
and a 4-year university. The study queried 139 participants from each educational setting 
for a total of 278 participants. Of the participants from both educational settings, 
community-college students were observed to have lower SES than college students from 
a 4-year university. The goal of this study was to determine if students in a 2-year 
community-college setting were at greater risk than students in a 4-year university setting 
where they might gain a better understanding of STI risk factors. Also the study 
researched, among these two different educational settings, whether there is any plausible 
relationship between SES and STI risk behaviors, in an attempt to add to the literature. 
The following research question was used to understand the effect of SES with respect to 
STI-risk-behavior incidence: Are socioeconomic risk factors associated with the increase 
in incidence of STI risk behaviors among college-aged students when comparing two 
educational setting (4-year and 2-year colleges)? 
The following hypothesis was used to determine if students are at greater risk of 
participating in STI-risk behavioral activities between a 4-year university and 2-year 
community college. 
H01: There are no more STI behavioral risk factors such as noncondom use, 
number of sexual partners, type of sex, and drinking habits associated with students at a 
4-year university than with students at a 2-year community college. 
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H11: There are more students who will report STI behavioral risk factors at a 
 
4-year university than students at a 2-year community college. 
 
The Hypothesis below was used focus the investigation into whether or not SES 
 
has any correlation to STI risk factors. 
 
H02: SES in not related to risk factors such as noncondom use, number of sexual 
partners, type of sex, and drinking habits that are shown in research to be associated with 
STIs such as gonorrhea, chlamydia, and syphilis. 
H12: SES is related to risk factors such as noncondom use, number of sexual 
partners, type of sex, and drinking habits that are shown in research to be associated with 
the diagnosis of STIs such as gonorrhea, chlamydia, and syphilis. 
Interpretation of Results 
 
The results of this study show that 2-year community-college students who have 
lower SES are at risk of participating in STI behavioral risk factors. Even though 2-year 
community college students reported more STI bound risky behavior, 4-year university 
students were also found to engage in certain risky behaviors such as unwanted sexual 
intercourse and multiple sex partners. 
The study showed that 2-year community college students are at a greater risk of 
contracting STIs. The study also discovered that the same students had more parents with 
a high school diploma compared to the 4-year university students who revealed a higher 
parental-education level. Most community college students had sexual intercourse 
(vaginal and anal) without the use of condoms, which may increase their risk of acquiring 
an STI. More community-college students injected drugs and most of them drank more 
and were more likely to have sex under the influence. However, the study did show that 
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4-year university students tend to have more sexual partners than 2-year community- 
college students. The results showed that community-college students participate in many 
risky behaviors that could lead to the contraction of STIs. 
Logistic regression with chi-square analyses were performed to assess differences 
in demographic characteristics between institution types. Compared to individuals whose 
parents possessed a postgraduate degree, those whose parents had a high school diploma 
were much more likely to report not always using a condom (OR = 4.34; 95% CI: 1.78– 
10.58; p < .01), and individuals with parents who graduated from college were more 
likely to report not always using a condom (OR = 2.50; 95% CI: 1.13–5.56; p < .05). 
Community-college individuals are most likely to have lower SES when 
accounting for parental level of education and family income. The logistic and linear 
regression analyses were used to understand behavioral risk factors. The results showed 
that community-college students engaged in STI behavioral factors such as unprotected 
anal and vaginal sex, and having more than one sexual partner (OR = 1.7; 95% CI: 0.34– 
0.98; p < .05). However it was observed that 4-year university students were more likely 
to have a greater number of sexual partners in their lifetime (OR = 2.8; 95% CI: 1.64– 
4.71; p < .001). 
 
Multivariate logistic and linear regression analyses showed the relationship 
between institution types. An association was shown between parental education and 
condom use and sex under the influence. The individuals in a 2-year community-college 
setting with a lower parental education were more likely (OR = 4.34; 95% CI: 1.78– 
10.58; p < .01) to report engaging in more STI behavioral risk factors than their 
counterparts at a 4-year university. The study showed that both student populations have 
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certain SES and behavioral factors that put them at risk for contracting STIs. With the 
proper health education and well elaborated prevention programs both settings may be 
reached. 
Implication for Social Change 
 
Chesson et al. (2004) estimated that each year in the United States there were 
 
650,000 cases of gonorrhea, with more than half affecting college-aged students. Case et 
al. (2004) noted a rapid increase in STIs from the year 2000 to the present. Despite the 
current research on STIs and STI education among college students in general, studies 
had not yet considered the comparison of 2-year and 4-year educational settings. This 
study is important to social change because it encourages more emphasis on abstinence 
education, contraception, and human sexual behavior to be put in the community-college 
setting to provide better sex education. Now students may be better able to understand the 
risk factors, such as noncondom use, sex under the influence of alcohol, and multiple sex 
partners that may lead to certain STIs, thus reducing behavioral risk factors that place 
students at greater risk of acquiring an STI. The research results of this study offered 
better insight into where the problem lies, so that healthcare professionals and colleges 
can develop a targeted STI-prevention plan to help reduce these behavioral risk factors 
among 2-year community-college students and 4-year university students. 
Recommendations for Action 
 
Researchers continue to address the relationship between SES and STI behavioral 
risk factors. According to Radcliffe, Ahmad, Gilleran, and Ross (2001), SES is related to 
certain sexual behavioral factors. Community colleges must take action to inform and 
incorporate these findings into their campus behavior standards and curriculums. 
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According to Franklin and Dotger (2011), gaps in sexual education from high school to 
colleges exist and need to be addressed during college years to reduce the occurrence of 
sexual behavioral risk factors in college students. Two-year community colleges, as well 
as 4-year universities, should implement plans with yearly evaluations of developed sex- 
education programs, such as abstinence programs, and also increase the availability of 
contraceptive methods such as condoms to better aid in the reduction of STIs among 
college students and prevent further health consequences among that age group. Based on 
the results of this study, 2-year community college students were more likely to report 
STI behavioral-risk factors; I recommend that intervention starts with this particular 
educational-setting group. 
Recommendation for Future Studies 
 
Future studies could study the incidence of risk factors among male and female 
students and also study other colleges in Florida, not just central Florida. Buhi, Marhefka, 
and Hoban (2010) examined sexual-health disparities among U.S. college students. They 
discovered that there needs to be an increase in condom-use promotion for all students, 
including all ethnic groups and gender differences. Other studies could look at the 
aftermath of the students who graduate from these institutions to discern if their 
awareness has improved or if their STI risk factor has increased. 
 
Certain limitations existed in this study. The study area was small and did not 
include the entire United States. Certain demographics such as ethnicity were not 
considered in this study. The study did not compare gender, and the age interval was 
limited to students aged 18–24. Other limitations could be the human factor and the 
truthfulness of participants. 
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Significance of the Study 
 
Many research studies describe STIs among college-aged students. Much research 
focused on university students and fewer on community-college students. A study 
described in Chapter 2 showed that community college and university students have not 
yet been compared for STI risk factors that affected them. It is also unknown whether 
SES, program of study, and many other factors affected STI incidence in both 
educational settings. The present research intends to help better understand STI risk 
factors in community-college-student and university-student populations. STI risk factors 
may be reduced. There are significant social-change inferences associated with this 
research for college-aged students and for the next generation. Due to the consequences 
of STIs, such as infertility, decrease in life expectancy, increase in mortality rate, and 
reduction in the population (ages 18–24), it is imperative to take the problem of STIs 
seriously and provide ways to reduce rising incidence rates and behavioral risk factors. 
 
 
 
Conclusion 
 
This study examined SES and sex behavioral risk factors among college-aged 
students. The research compared students in two educational settings: a 2-year 
community college and a 4-year university. The study showed that students from both 
educational settings reported risk factors that make them vulnerable to contracting STIs: 
2-year college students have increased rates of noncondom use, XYZ, and 4-year 
university students have increased rates of multiple sex partners and number of sex in 
lifetime. The study also revealed that SES was associated with STI behavioral factors. 
While community-college students may have low SES; university students are not 
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significantly further from exhibiting the same risk factors. Therefore, the results of this 
study show that behavioral risk factors are equally important as SES in the reduction of 
STIs among young adults ages 18 to 24. 
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Appendix A: Survey Questionnaire 
 
STI Risk Factor Survey 
 
School setting: University or Community College please choose one 
 
   AGE    Date    
 
Gender: Male or Female 
 
Please take a few minutes to fill out these questions about your sexual health. Your 
information is strictly confidential. This form will be shared with no one. Your honest 
answers will help better the research and the dissertation. Your honest answer is greatly 
appreciated. Leave all questions blank that do not apply to you. 
1. Have you had more than one sexual partner in the last year? 
 
 Yes  No, I’ve had one partner  No, I’ve never had sex 
 
2. Do you have sex with 
 
 Males only  Females only  Both 
 
3. What method do you currently use to prevent pregnancy, if applicable? 
(check all that apply) 
 Condoms (for men or for women)  Foam, spermicides, film, or suppositories 
 
 Oral Contraceptives (birth control pills)  Depo Provera shot or Norplant 
 
 I/my partner and I are trying to get pregnant  Rhythm method or withdrawal 
 
 I am not concerned about getting pregnant  Nothing 
 
 IUD 
 
 Other (please specify) 
 
 
 
 
4. How often do you use condoms with vaginal sex? 
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 Always  Most of the time  Sometimes 
 
 Never  I do not have vaginal sex 
 
5. How often do you use condoms with anal sex (penis in anus or rectum)? 
 
 Always  Most of the time  Sometimes 
 
 Never  I do not have anal sex 
 
6. Have you ever been told by a doctor or nurse that you had a sexually 
transmitted disease? 
 No 
 
 Yes, (circle all that apply) 
Chlamydia 
Gonorrhea 
 
Trichomonas Syphilis Other    
 
If yes, when was the last time you had one of these diseases?   month/ 
 
  year 
 
7. Have any of your sexual partners... 
 
a. had a sexually transmitted disease in the past year? 
 
 No  I do not know  Yes (please specify) 
 
 
 
 
b. had other partners while still in relationship with you? 
 
 No  I do not know  Yes c. 
had sex with prostitutes? 
 No  I do not know  Yes d. 
injected drugs? 
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 No  I do not know  Yes 
 
8. Have you ever injected drugs? 
 
 No  Yes 
9. How many drinks of beer, wine, or hard liquor did you have in the past 
week? 
 
  drink(s) 
 
10. Have you had sex while under the influence of alcohol or drugs in the past 
year? 
 No  Yes 
 
11. Have you ever had sex when you didn’t want to? 
 
 No  Yes 
 
12. Have you heard of Emergency Contraceptive Pills (ECP’s) after 
 
unprotected sex? 
 
 No  Yes 
 
13. How many people have you had sex with during your lifetime? 
 
14. What is your program of study Major? 
 
15. What is your families’ annual income? 
 
a) 0-$19999 b) $20000-$49999 c) $50000 and up 
 
16. What are your parents educational level 
 
a) high school b) college c) Graduate school 
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Appendix B New York Department of Health and CDC Survey 
 
New York State Department of Health 
Bureau of Communicable Disease 
Client Identifier: 
Please complete this form by filling in your answer or checking the appropriate box. 
All information is CONFIDENTIAL and will help us meet your needs. 
1. How many people have you had sex with during your lifetime? If you 
answer 0 (zero), go to question #10. 
0 1-5 6–10 11–20 20+ 
 
2. How many people have you had sex with in the last 3 months?    
 
3. My sex partners are (check all that apply): Men Women Both 
 
4. Do you participate in: 
 
Anal sex?         YES    NO 
Oral sex?        YES    NO 
Vaginal sex?   YES    NO 
5. When you have sex, do you use a condom or other barrier? 
Always Most of the time Not that often Never 
6. Have you ever paid for sex or traded sex for drugs, food, clothing, etc? 
 
YES     NO 
 
7. Have you ever had sex while high on drugs or alcohol? YES NO 
 
8. Have you ever had sex with someone infected with (check all that apply): 
Hepatitis B Hepatitis C HIV/AIDS STD Not sure 
9. Have you ever had sex with someone who injected drugs? 
 
YES    NO      Not sure 
 
9b.       If YES, was it (check all that apply): 
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Current sex partner Past sex partner 
 
10. Check any disease or condition you have had (check all that apply): 
Syphilis (bad blood) Genital/Sex Warts Gonorrhea (clap) Herpes HIV 
Chlamydia Trichomonas (trich) Hepatitis A Hepatitis B Hepatitis C 
Women: infection in your tubes/womb (PID) 
Men-burning or drip from penis (not gonorrhea or chlamydia) 
 
11. Have you ever used non-injecting drugs like marijuana? YES NO 
 
12. Have you ever injected drugs? YES NO 
 
12b. If YES, did you ever share needles, syringes, or “works”? 
 
YES NO 
 
13. Have you ever snorted drugs (i.e., cocaine, speed, heroin, ecstasy, meth.)? 
 
YES NO 
 
13b. If YES, have you ever shared straws while snorting? 
 
YES NO 
 
14. Was your mother infected with hepatitis B when you were born? 
 
YES NO Not sure 
 
15. Have you ever lived in the same house with someone infected with 
hepatitis B? YES NO Not sure 
16. Have you ever been in jail, prison, or a detention center? YES NO 
 
17. Did you ever have a blood transfusion before 1992? 
 
YES NO Not sure 
 
18. Have you ever had a tattoo?   YES NO 
 
19. Have you ever had body piercing (other than your ears)? YES NO 
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20. Have you ever been tested for HIV?  YES NO 
 
21. Have you ever received (check all that apply): 
 
Hepatitis A vaccine Hepatitis B vaccine Hepatitis A & B (TWINRIX) 
Not sure 
I do not want to answer any of the questions above, but I would like to be 
vaccinated against (check all that apply): 
Hepatitis A Hepatitis B Both 
 
DOH-4336 (2/06) 
 
Sexually Transmitted Disease/ 
Human Immunodeficiency Virus/Hepatitis 
Risk Questionnaire 
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Appendix C: Author's Permission to Use the Health Behavior Model 
 
 
 
 
 
 
He-lp Walden  University  Hello, Oswald Attin  Loc Out 
 
WALDEN 
 
 
1•:". :"= ":':::':":::"::=':::":=""':":"'="':·:=]! 9 of 489  I 
Tools Folde 
Checkmail 
ComP'ose 
Folders 
Fitters 
Extemlll Accounts 
Archive 
E-maii Tr : cking 
Settings 
Subje<t : Re:permission to use the  health  behavior model chart 
Date : Moo, Feb 14, 2011 10:22 AM CST 
rrom : Mn.Gtrr•rdtiiDartmouth.tc!u 
To : Oswi!ld Attjn <o:;wl!!d attjo@wi!ldenu edu> 
 
 
I 'm   :sorry  but   I still don ' t under:stand  a s t hi:s  papr doe:s   not h11ve  a 
conceptual  model  in  it.  You   are,   of  cour:se,  welcome  to u Se anything 
from an y  of  my  paper:s  with apprcpria.te  citation .   Meg 
 
Quotinq  O:wald Attin  <o§wald .ottinewaldenu .edu>: 
 
> 
>Gerrard, M.,   Gibbons,   F.X,  Bu:shm.5n,    B.J.   (1996) . Re lationbetween 
> Pe rceived Vulne zcability  to HIV   and Precautionary  Sexua l Behavior . 
> P.,ychologicl!ll   Bulletin , 119( 3)   390-409 . 
 
> Thanlt  you 
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Appendix D: Author's Permission to Figure 2 
 
 
 
 
 
 
Help 
 
WALDEN 
 
 
.M =='''==·' ===·=' ·===] I    I 4 of488 
Tools  Folde 
Checkmail 
Compose 
Fctders 
Filter> 
External Accounts 
Archi ve 
E-mail Tracking 
Settings 
Quick Search 
L ----..::J 
From Sarch) 
Subje-ct : Re: health behavior model permission 
Date : Tue, Feb 15, 2011 08:21 PM CST 
from : mcyzcri'umn tdu 
To : Oswald Attin  <oswald.attin@wal.den u edu> 
 
Hllo  Osvald, 
The re is,  or 5hould be, no  5Uch  thinq  as  copyriQhted  theory, as theory  can 
only  advance if eve ry  investiqator  can te.!lt  it . Moreover,  one  of the 
priMry  objectives of   the inteqrated  mode l of   behavioral p diction (and 
!1.11 othe r   r  Jneworks  fr<m  the asoned action  familyl  is  to contribute   to 
public health, and   applicat ion of  the  theory  ill  the refore str< nqly 
encouraqed. 
hllat  ayou  planninq  on usinq it for? 
&o,st  of   luck  with your  vorlr . 
 
 
on   Feb 15 2011,  O: wald   Att1n  wrote: 
 
ifi 
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